INTRODUCTION
Referred pain to the face or teeth is recognised as a possible symptom of heart disease. 1 Anginal pain usually occurs during exertion and is frequently perceived at the precordium or retro-sternal area. Pain can be accompanied by diaphoresis and may radiate to the shoulder, left arm and epigastrium. 2 In about one-fifth (18%) of cases, cardiac pain can be localised in the jaw and teeth. 3 When facial pain is recognised as a possible sign of heart disease, clinicians have an important role as diagnosticians. Several reports demonstrate that an improper diagnosis leads to unnecessary dental treatment. 4, 5 The purpose of this report is to present a well-documented case in which facial pain caused by ischemic heart disease was the chief and only pain complaint of the patient.
CASE REPORT
A 65-year-old woman complained of excruciating facial pain of one-minute duration for three months. The pain was first perceived in both zygomas and radiated down to the jaw and neck, and was precipitated by mandibular movement such as opening the mouth as well as by walking and climbing stairs. Occasionally pain occurred at night during sleep. The pain was disturbing to the point that on two occasions she sought treatment in hospital emergency departments. On both occasions there was no subsequent progress in aetiological evaluation. During the last emergency department evaluation two days prior, in addition to the facial pain, she also complained of nausea, diaphoresis, vomiting and was eventually referred to a dental clinic for evaluation of a suspected temporomandibular disorder.
Her medical history included thyroidectomy (1983) and myocardial infarction (1993) . Coronary angiography after the infarction (Fig. 1a) and six years later (Fig.  1b) revealed occlusion of the right coronary artery. The oral examination revealed an edentulous patient with complete dentures, and without mucosal lesions. The maximum mandibular opening was 48 mm; there were neither masseter nor pterygoid muscle abnormalities. Temporomandibular joints were also normal. The panoramic radiographs revealed no bone abnormalities (Fig. 2) . During the examination the patient was able to recall that the symptoms two days earlier were similar to those at the time of myocardial infarction. She was then referred for cardiological evaluation.
The physical examination revealed regular pulse, 60 beats per minute and blood pressure 140/80 mm Hg. The rest of the physical examination was unrevealing. The electrocardiogram revealed sinus rhythm, heart rate 45 beats per minute and negative ST-T segment in leads II, III and aVF and flattening of ST-T segment in leads V 5 and V 6 . On echocardiography inferior wall hypokinesis was detected; the Doppler study revealed mild mitral valve regurgitation. During the evaluation, at rest in the waiting room she also felt pain in the chest as well as in the arms. The diagnosis of unstable angina was made and medical treatment was administered with propranolol, isosorbide dinatrate and  Patients who have suffered myocardial infarction may not recognise that their pain is due to angina.  Cardiac pain may radiate to the face and lead patients to seek dental care.  Dentists may help diagnose ischemic heart disease.
I N B R I E F
aspirin. Medical therapy was successful and the patient was discharged and was free of angina after nine months.
DISCUSSION
Facial pain was the chief complaint of the patient and she was referred to a dental office for evaluation. She was eventually diagnosed with cardiac angina pectoris due to ischemic heart disease. The diagnosis of cardiac pain was considered as a possibility due to the lack of local sources for pain: she had an edentulous upper and lower jaw, there were neither muscle abnormalities nor temporomandibular joint disorder and the radiographs were normal. In addition, her pain radiated to the cervical area, in contrast with the common referral pattern of cardiac pain from chest to jaw or face. The temporal association between physical exertion and pain might have led to the diagnosis of angina pectoris, a highly prevalent condition and thus ranked among the leading causes of pain considered in the diagnosis of orofacial pain. 1 Cardiac pain may occur first in the teeth and in the jaw due to connections between thoracic and cervical dermatomes (from C 2 to T 1 roots) 4, 6 and due to connections between cervical dermatomes and the trigeminal nerve. Indeed, there are reports of patients who were subjected to dental extractions for treatment of facial pain but eventually diagnosed with angina due to ischaemic heart disease. 4 In addition, patients who have suffered myocardial infarction may not recognise their pain as due to angina. 2 Thus, patients with facial pain associated with pain in the chest may occasionally be seen first by the dentist, 7, 8 only to find later that their pain complaints were caused by coronary artery disease. 
